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Abstract 

Introduction: Promoting health equity is a key goal of many public health systems. However, little is known about 
how equity is conceptualized in such systems, particularly as standards of public health practice are established. As 
part of a larger study examining the renewal of public health in two Canadian provinces, Ontario and British 
Columbia (BC), we undertook an analysis of relevant public health documents related to equity. The aim of this 
paper is to discuss how equity is considered within documents that outline standards for public health. 

Methods: A research team consisting of policymakers and academics identified key documents related to the 
public health renewal process in each province. The documents were analyzed using constant comparative analysis 
to identify key themes related to the conceptualization and integration of health equity as part of public health 
renewal in Ontario and BC. Documents were coded inductively with higher levels of abstraction achieved through 
multiple readings. Sets of questions were developed to guide the analysis throughout the process. 

Results: In both sets of provincial documents health inequities were defined in a similar fashion, as the 
consequence of unfair or unjust structural conditions. Reducing health inequities was an explicit goal of the public 
health renewal process. In Ontario, addressing "priority populations" was used as a proxy term for health equity and 
the focus was on existing programs. In BC, the incorporation of an equity lens enhanced the identification of health 
inequities, with a particular emphasis on the social determinants of health. In both, priority was given to reducing 
barriers to public health services and to forming partnerships with other sectors to reduce health inequities. Limits 
to the accountability of public health to reduce health inequities were identified in both provinces. 

Conclusion: This study contributes to understanding how health equity is conceptualized and incorporated into 
standards for local public health. As reflected in their policies, both provinces have embraced the importance of 
reducing health inequities. Both concepualized this process as rooted in structural injustices and the social 
determinants of health. Differences in the conceptualization of health equity likely reflect contextual influences on 
the public health renewal processes in each jurisdiction. 
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Introduction 

In Canada, public health is the shared responsibility of 
governments at the municipal, provincial/territorial and 
federal level [1]. Over the past decade, a number of 
major reports have called for a renewal of the national 
public health system [2-4]. Specific plans have included 
calls for increased collaboration between all levels of 
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government, the integration of surveillance systems 
across the country and the delineation of clearer lines of 
authority. The dual goals of public health renewal in 
Canada are to improve the overall health of the popula- 
tion and to reduce health inequities. Health inequities 
are differences in health which are unnecessary, avoid- 
able and considered unfair and unjust [2,5]. 

A key mechanism of renewal is the development of 
standards to guide local public health practice [6]. Stan- 
dards are seen as a way to improve accountability, im- 
prove equity in access, assist in measuring the impact of 



© 201 2 Pinto et al.; licensee BioMed Central ttd. This is an Open Access article distributed under the terms of the Creative 
Commons Attribution ticense (http://creativecommons.Org/licenses/by/2.u), which permits unrestricted use, distribution, and 
reproduction in any medium, provided the original work is properly cited. 



Pinto ef al. International Journal for Equity in Health 201 2, 1 1 :28 
http://www.equityhealthj.eom/content/1 1 /1 /28 



Page 2 of 10 



services and to secure resources for public health pro- 
grams [7-10]. The process of creating and implementing 
standards has shaped the mandate and clarified and 
broadened the scope of public health services [11,12]. 

In Canada, the ten provincial and three territorial gov- 
ernments have constitutional responsibility for health 
care and provide the majority of the financial support to 
deliver these services at no cost to individuals. They set 
the direction of local public health programs and deter- 
mine funding levels. The development of standards in 
each provincial and territorial jurisdiction has been 
influenced by different contextual factors, including pub- 
lic health legislation, history, leadership, goals and man- 
dates. In this paper, we examine how equity is 
conceptualized and incorporated into the standards of 
two of Canada's most populous provinces, Ontario and 
British Columbia (BC). This analysis is part of a broader 
program of research, the Renewal of Public Health Sys- 
tems (RePHS) study. RePHS focuses on these two juris- 
dictions because they have experienced parallel renewal 
processes over the past decade. 

As part of the overall study, we wanted to gain insight 
into how and to what extent an equity lens is incorpo- 
rated into public health standards. Such a lens focuses 
attention on the differences in social conditions that 
shape health as a consequence of social positioning [13], 
and can be understood as "a metaphorical pair of glasses 
that ensures people ask 'who will benefit?'" [14]. We aim 
to answer the question, how is equity conceptualized 
and integrated into key public health documents in On- 
tario and BC? Our findings provide a deeper under- 
standing of the role of local public health in addressing 
health inequities and have the potential to enhance the 
incorporation of equity considerations into programs 
and services. 

Background 

In Ontario, the Mandatory Health Programs and Ser- 
vices Guidelines (MHPSG) were developed in 1988 and 
revised in 1997. They explicitly defined the minimum 
requirements for services provided by local public health 
units [15]. Between 2006 and 2008, the MHPSG were 
reviewed as part of an overall strategy to improve public 
health capacity in Ontario [16]. An advisory committee 
guided the process, composed of key technical experts, 
practitioners and staff from the Ministries of Health and 
Long-Term Care, Children and Youth Services, and 
Health Promotion (now, Health Promotion and Sport). 
The Ontario Public Health Standards (OPHS), 2008 
established "requirements for fundamental public health 
programs and services, which include assessment and 
surveillance, health promotion and policy development, 
disease and injury prevention, and health" [17] (p. 1). 
Built on the principles of need, impact, capacity and 



partnership, and collaboration, the OPHS include one 
Foundational Standard and 13 Program Standards. 
These are grouped under the areas of communicable 
disease control, environmental health, emergency pre- 
paredness, chronic disease, injury prevention and family 
health. The Minister of Health issues these standards 
and the accountability for implementation rests with 
local Boards of Health governed at the municipal level. 
The development of the OPHS was influenced by four 
key factors [15,18]. First, the new standards were 
required to be revenue-neutral, hence a significantly 
expanded scope for public health could not be recom- 
mended. Second, there was an emphasis on looking at 
the scientific evidence to establish each standard. Third, 
a logic model approach was used to establish short- and 
long-term outcomes and develop a performance man- 
agement system to better link actions with board and so- 
cietal outcomes. Fourth, the OPHS were designed to be 
less prescriptive than the preceding MHSPG, in order to 
enable public health units to tailor their programs to 
meet local needs. 

In BC, the development of the Framework for Core 
Functions in Public Health, 2005 (BC Core Functions 
Framework) was part of a larger effort to renew public 
health in the province. No previous standards existed; 
hence there was a greater ability to define their scope 
than in Ontario. According to the BC Ministry of 
Health Services, "an effective public health system 
needs clearly defined essential functions. The BC 
Framework establishes these essential functions." [19] 
(p. 15). The Population Health and Wellness Division 
of the Ministry of Health Services led the development 
of the BC Core Functions Framework, the related evi- 
dence and best practice reviews and the Model Core 
Program (MCP's) papers. The latter were developed 
jointly with the province's six health authorities. The 
Framework identified the 21 core public health pro- 
grams that health authorities are expected to provide, 
in the areas of health improvement, disease, injury and 
disability prevention, environmental health and health 
emergency management. 

Unlike the OPHS, the MCP papers are considered a 
set of best practice documents, rather than standards 
that are mandated or enforced by legislation. As such, 
health authorities were free to determine their own pri- 
orities for a program, their own areas of focus for per- 
formance improvement and their own performance 
improvement targets. Their only obligation was to de- 
velop a plan that included specific elements (a base case, 
gap analysis, priority areas, performance improvement 
targets and performance improvement strategies) and 
report publicly. 

Reducing health inequities has been identified as a key 
objective of public health renewal in both Ontario and 
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British Columbia. The scope of the OPHS includes, "to 
promote the health of the population as a whole, and 
with community partners to reduce health inequities" 
[17] (p. 1). The BC Core Functions Framework lists the 
essential functions of public health as improving the 
overall health of the population, preventing disease and 
"to reduce inequalities in health" [19] (p. 12). The Core 
Functions Framework also explicitly includes both popu- 
lation and equity lenses to be used when implementing 
programs [20]. Given this background to public health 
renewal in each province, we analysed how health equity 
is conceptualized and integrated into each set of key 
documents. 

Methods 

We conducted an inductive content analysis of the 
OPHS and Protocols and the BC Core Functions Frame- 
work available as of May 31, 2010 (Appendix). The study 
team consisted of both academic researchers and public 
health knowledge user partners. The latter contributed 
key insights into the interpretation of the data based on 
their experiences. In order to remain open to various 
conceptions of equity within the documents, all team 
members shared their own views on equity and how this 
influenced their reading of the documents. Further, the 
team guided and provided feedback on the analysis, 
which was carried out by one author (ADP). We 
employed constant comparative analysis drawing on 
grounded theory methodology. Constant comparative 
analysis is a useful approach to discover dominant social 
and structural processes to assist in explaining behaviour 
in certain situations [21]. The process of constant com- 
parative analysis is emergent in that the findings are the 
outcome of multiple readings and subsequently higher 
levels of abstraction. 

Throughout this process, memos were kept to capture 
ideas and questions about equity as understandings 
emerged and changed. These memos were developed at 
each stage of the review process, described below. The 
memos also served as a place to capture feedback on the 
analysis as it developed and to increase confidence in 
the themes that emerged. For each set of documents, the 
initial overview document was analysed, followed by the 
Protocols or MCP papers. All documents were entered 
into NVivo™ 8.0 (QSR International, Cambridge, MA), 
which was used to code documents and organize notes. 

To reach higher levels of abstraction, the documents 
were read, reread and coded in three stages. The ques- 
tions developed by the study team are listed in Table 1. 
The first stage began with four preliminary questions. 
These addressed whether the terms "equity" or "in- 
equity" were mentioned, including the context in which 
they were mentioned, definitions of health inequity, and 
whether reducing health inequities was an explicit goal. 



Secondary 
questions 



Table 1 Questions developed iteratively to analyse key 
documents 

Preliminary 1. Are the following terms mentioned in the documents? 
questions Where are they mentioned? 

a. equity, equities 

b. inequity, inequities 

2. Are equity/equities or inequity/inequities explicitly 
defined in the documents? 

3. In what context is equity/equities or 
inequity/inequities mentioned? 

4. Is improving equity or reducing inequity 
an explicit goal? 

1. What proxy terms are used to relate to equity? 

2. Is the definition of equity in the ON and BC documents 
related to social justice? 

3. Is addressing health inequities in the ON and 
BC documents equated with addressing structural 
conditions that produce inequities? 

4. Is there reference to the SDOH in the ON and 

BC documents, and if so, what are the expectations of 
PH (explicitly or implicitly) in addressing them? 

5. Are there specific examples of certain populations to 
focus on? E.g. low-income, Aboriginal, etc 

6. To what extent is accountability to address inequities 
mentioned or considered in the docs? 

7. Are there specific actions recommended or expected 
from PH in addressing health inequities? 

Tertiary 1. How does equity intersect with accessibility? 
questions ^ ^ there unexpected or unusual ideas about equity 
that appear? 

3. Are there programs or standards where equity seems 
to have been missed? 



The answers to these questions generated a set of seven 
secondary questions, which focused the second reading 
and coding of the documents. The second reading fo- 
cused on proxy terms used to discuss equity considera- 
tions, equity in relation to social justice, the social 
determinants of health (SDOH) and structural condi- 
tions that produce inequity, naming of specific popula- 
tions as priorities, specific actions recommended and the 
extent to which accountability is considered. Finally, the 
answers to these questions generated a third set of ques- 
tions that focused the third reading and coding of the 
documents. These addressed the intersection between 
equity and related concepts that emerged from the ana- 
lysis, such as accessibility, whether unexpected ideas 
about equity were put forward, and whether there were 
programs or standards where equity seemed to be miss- 
ing. Coding categories were developed, including identi- 
fying where equity was explicitly or implicitly 
mentioned, how equity was measured, concepts like so- 
cial justice, accessibility and accountability, and specific 
actions to reduce health inequities. The relationships be- 
tween coding categories were explored and hypotheses 
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generated to explain their relationship. In the following 
analysis, we highlight similarities and differences be- 
tween the Ontario and BC documents in terminology, 
how equity is conceptualized, what goals are identified, 
the importance of the social determinants of health 
(SDOH) and what actions are recommended. 

Results 

Ontario 

Within the OPHS and its 26 protocols, the terms 
"equity", "equities" and "inequity" are seldom mentioned 
alone, but rather in combination with specific reference 
to health equity or inequities. The key terms used are 
"health inequalities", "health inequities" or "inequities in 
health", which are each defined explicitly. In the OPHS, 
health inequalities are defined as "differences in health 
status or in the distribution of health determinants be- 
tween different population groups" [17] (p. 4). Some of 
these are "attributable to the external environment and 
conditions mainly outside the control of the individuals 
concerned" and may "lead to inequity". Health inequities 
are health inequalities that are deemed "unnecessary and 
avoidable as well as unjust and unfair" [17] (p. 4). This 
definition is derived from the World Health 
Organization [22] and consistent with an influential dis- 
cussion paper by Whitehead and Dahlgren [23]. 

The goal of reducing health inequities is very promin- 
ent in the Introduction to the OPHS and the Founda- 
tional Standard, which underpins all other standards. 
Achieving health equity is presented as being as import- 
ant as the improvement of overall population health. 
The Foundational Standard outlines Board of Health 
requirements to use data on population health, determi- 
nants of health and health inequities to tailor programs 
to meet local needs, including those of priority popula- 
tions. There is a suggestion that public health units can 
achieve both goals of public health simultaneously, i.e. 
"reduce inequities in health while at the same time 
maximizing the health gain for the whole population" 
[17] (p. 13). Reducing health inequities can also be a 
means of achieving better overall population health with 
an emphasis on priority populations, defined below. For 
example, "By tailoring programs and services to meet 
the needs of priority populations, boards of health con- 
tribute to the improvement of overall population health 
outcomes" and "population health outcomes are often 
influenced disproportionately by sub-populations who 
experience inequities in health status" [17] (p. 12). Two 
of the four principles that underpin the OPHS, need and 
impact, emphasize the reduction of health inequities. 
The Population Health Assessment protocol also 
emphasizes the need to reduce health inequities. 

However, this explicit focus on reducing health in- 
equity is not evenly maintained throughout the OPHS. 



The broad vision of public health presented in the Intro- 
duction does not explicitly mention health inequities 
stating, "the primary focus of public health is the health 
and well-being of the whole population" [17] (p. 2). Few 
of the specific protocols, which were developed to pro- 
vide further direction where standardization was identi- 
fied as needed, actually name reducing inequities as a 
goal. The strong theoretical commitment to achieving 
health equity appears to be reconciled with this lack of 
specificity by identifying the reduction of health inequi- 
ties as a societal outcome, rather than as a Board of 
Health outcome. As a societal outcome, it is not solely 
the responsibility of local public health, but public health 
is to work with community partners to achieve this goal. 

Within the OPHS, the term "priority populations" is 
often used as a proxy for the need to address health in- 
equities. Priority populations are defined as "those popu- 
lations that are at risk and for whom public health 
interventions may be reasonably considered to have a 
substantial impact at the population level" [17] (p. 2). Al- 
most all Protocols refer to priority populations and some 
explicitly identify certain groups. For example, in the Tu- 
berculosis Prevention and Control Standard, they are 
identified as "those incarcerated in correctional facilities, 
Aboriginal peoples and First Nation communities, refu- 
gees, recent arrivals to Canada, homeless persons, and 
those who work closely with these groups" (p. 37). Other 
ways of implicitly referring to health inequities occur in 
protocols that call for "all" to have healthy lives, or that 
label some groups as being "at risk". For example, the 
goal of the Child Health Standard is "to enable all chil- 
dren to attain and sustain optimal health and develop- 
mental potential" (p. 27). In the Healthy Babies, Healthy 
Children Protocol, "at risk" is defined as "some risk that 
a child may not reach his or her full potential", and 
"high risk" as "a serious risk that a child may not reach 
his or her potential". Addressing the needs of such 
populations is referred to in the goals of several stan- 
dards, with the emphasis on the development of individ- 
ual skills, provision of a safe and supportive 
environment and influencing the development of health- 
promoting public policy. 

The determinants of health play a prominent role in 
relation to reducing health inequities in the OPHS. 
"Addressing determinants of health and reducing health 
inequities are fundamental to the work of public health 
in Ontario" [17] (p. 2). The determinants of health are 
also important in identifying priority populations. For 
example, the Nutritious Food Basket Protocol makes a 
concrete link, "consider the determinants of health to 
assist in identifying priority populations and use popula- 
tion health data and information to focus public health 
action" [17] (p. 1). There is some exploration in the 
OPHS of why health inequities exist. The Foundational 
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Standard notes, "It is evident that population health out- 
comes are often influenced disproportionately by sub- 
populations who experience inequities in health status 
and comparatively less control over factors and condi- 
tions that promote, protect, or sustain their health." [17] 
(p. 12). These statements highlight the specific need to 
identify what is unfair and how inequities arise, impli- 
citly acknowledging a commitment to social justice 
within public health [24]. 

Three categories of actions to reduce health inequities 
are discussed in the OPHS. First, there is a focus on sur- 
veillance and measurement. For example, the Founda- 
tional Standard states, "Population health assessment 
includes measuring, monitoring, and reporting on the 
status of a population's health, including determinants of 
health and health inequities." [17] (p. 15). Many proto- 
cols discuss the need to identify priority populations 
through surveillance, but very few discuss taking specific 
action if health inequities are found. An assumption im- 
plicit within the OPHS is that measuring health inequi- 
ties will lead to action to reduce them. 

Second, there is a focus on addressing the accessibility 
of public health programs and lowering barriers to 
them. For example, there is a need to "tailor public 
health programs and services to meet local population 
health needs, including those of priority populations" 
(p. 16) and provide "outreach to priority populations to 
link them to information, programs, and services" [17] 
(p. 26). For example, products such as vaccines should 
be distributed in an equitable manner, clinical care 
should be accessible, and injury prevention and harm 
reduction services should be targeted to high-risk 
populations. 

Third, the OPHS focuses on partnerships and collabor- 
ation to reduce health inequities. "The scope of these 
standards includes a broad range of population-based ac- 
tivities designed to promote the health of the population 
as a whole, and with community partners to reduce 
health inequities" [17] (p. 1). This reflects an understand- 
ing that "the ability to influence broader societal changes 
is the responsibility of many parties." [17] (p. 13). There 
are multiple calls for community engagement and to in- 
crease the capacity of partners. There is a focus on sup- 
porting civil society organizations and engaging them in 
setting priorities and in implementing programs. 

In certain areas of the OPHS, the need to reduce 
health inequities is absent where it may be anticipated, 
given what is known about health inequities in Canada 
[2]. There is little mention of First Nation, Metis and 
Inuit populations, with the exception of the Tuberculosis 
Prevention and Control Standard. The Environmental 
Health and Infectious Disease Program Standards do not 
discuss health inequities beyond the general concept of 
certain populations being at greater risk. This is also 



found in the areas of health promotion and emergency 
management. 

In summary, the OPHS presents a theoretical frame- 
work to address health inequities and provides some 
mechanisms by which local public health can work to 
reduce them. Most discussion of inequities occurs within 
the introductory materials. The responsibility of local 
public health is pragmatically outlined as identifying pri- 
ority populations, meeting their needs "to the extent 
possible based on available resources." [17] (p. 16) and 
reporting on health inequities to the community, repre- 
senting one aspect of accountability. Collaboration is 
seen as central to any effort to reduce inequities. There 
is a stated need to balance prescriptiveness with auton- 
omy for local public health. Finally, while the OPHS 
does not delve into why inequities exist, there is a clear 
recognition of the importance of the SDOH. 

British Columbia 

The BC Core Functions Framework and the 15 available 
MCP papers were included in the analysis and reviewed. 
Within these documents, a variety of terms are used to 
discuss health inequities. "Inequalities in health" is the 
most common, followed by "equitable" and "equity". The 
Equity Lens Evidence Review provides the following def- 
inition, which is similar to the OPHS, "When inequalities 
are unfair and avoidable, even unjust, then they become 
inequities." [19] (p. i). Related, "vulnerable populations" 
are defined as "those with a greater-than-average risk of 
developing health problems. . . by virtue of their margina- 
lized sociocultural status, their limited access to eco- 
nomic resources, or personal characteristics such as age 
and gender" [25] (p. 3). A number of other terms are used 
in the BC documents that refer to vulnerable popula- 
tions. These include "vulnerable groups", "vulnerable 
populations of children" and the need to address "health 
disparities". Specific groups are named in the Resource 
Document [19] (p. 49) and in several MCP papers 
(Table 2). 

The goal of reducing health inequalities is prominent 
throughout. As noted in the Framework, "public health 
has a duty, as one of its fundamental tasks, to work to 
reduce inequalities in health" [19] (p. 48). Similar to the 
OPHS, this task is seen to be as important as improving 
the overall health of the entire population. This is rooted 
in the concept of "population health", which underpins 
the BC Core Functions Framework [19] (p. 8). As noted 
in the Healthy Living MCP, population health "is an ap- 
proach to health that aims to improve the health of the 
entire population and to reduce health inequities among 
population groups." [26] (p. 3). 

An equity lens, along with a population lens, is a 
cross-cutting feature of the BC Core Functions Frame- 
work. The equity lens, which is referenced throughout 
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Table 2 A comparison of priority groups identified in the BC Core Functions Framework and select Model Core 
Program Papers 



Framework: Resource 
document 


Dental health 


Healthy infant and 
child development 


Healthy living 


Health emergency 
management 


Healthy 
communities 


Aboriginal people 


Adults in care 


Teen mothers 


Aboriginal people 


Residents of group 
homes 


Aboriginal 
communities 


Ethno-cultural communities 
and people of colour 


Low income people 


Aboriginal people 


People with 
limited income 


Elderly (especially the 
frail elderly) 


Mental health 
groups 


Women, where they are at 
special risk, or for 
female-specific conditions 


Pregnant women and 
families 


Immigrants, refugees and 
diverse cultural groups 


Immigrant 
populations 


People with physical 
and mental disabilities 


mmigrant groups 


Men, where they are at specia 
risk, or for male-specific 
conditions 


People with 

developmental 

disabilities 




Seniors in care 


Ethnic minorities 


Low-income 
seniors 


People with disabilities 












Infants and children 












Youth 












Seniors 












People with low incomes 












Residents of remote, rural, or 
northern communities 












Lesbian, gay, bisexual, and 
transgendered people 













the documents, is "in place to ensure the health needs of 
specific populations are addressed" [19] (p. 20). The lens 
is also used for "gathering statistical information from a 
range of sources on the health status of specific at-risk 
groups and sub-populations" and to identify "meaningful 
priorities" [27]. 

References to the SDOH occur repeatedly throughout 
the BC Framework and a number of lists of determi- 
nants are provided. For example in Health Emergency 
Management, "disaster vulnerability has been linked to 
the determinants of health, in particular, income, social 
status, social supports and personal health" [28] (p. 11). 
This focus on the SDOH is linked to the overarching 
concept of population health, "which takes into account 
social, economic, environmental determinants of health, 
including protective factors, risk factors and vulnerable 
populations" [25] (p. 16). There is an emphasis on the 
need for each health authority to "assess and report on 
the determinants" for their population [19] (p. 45). How- 
ever, there is also an emphasis on taking action. While 
there is recognition of the limits of the evidence sup- 
porting action on SDOH, "this does not diminish the 
importance of the broader determinants of health and 
the strategies need (sic) to address them" [19] (p. 19). 

Actions to reduce health inequities discussed in the 
BC documents fall into five categories. First, there is a 
need to quantify health inequities by "gathering statis- 
tical information from a range of sources on the health 
status of specific at-risk groups and sub-populations" 
[27] (p. 18). "The task of public health is to participate in 



the identification of populations at risk and work to re- 
duce their risk" [19] (p. 41). There is also the mention of 
"developing profiles or snapshots of high-risk popula- 
tions and sub-groups on a health authority and commu- 
nity level" [26] (p. 27). 

Second, there is an emphasis on taking action on the 
SDOH. Examples include addressing housing, commu- 
nity food policies, strengthening community services, 
local action on urban design and transportation, and 
bylaws. The Food Security MCP paper is a good example 
of the idea of taking action to reduce health inequities 
by focusing on the SDOH. "It is well known that poverty 
is a major determinant in food insecurity. Significant 
improvements in food insecurity can be achieved 
through collaborative efforts to address community food 
security and poverty issues" [29] (p. 12). 

Third, advocacy is identified as key to "addressing fun- 
damental issues such as community poverty, environ- 
mental sustainability, social development and economic 
vitality" [27] (p. 4). This is tied to the recognition of the 
need for "political commitment throughout" and a con- 
nection to social justice. In the Resource Docment, [19] 
(p. 9), one figure lists a number of items that relate to 
social justice under conditions that influence health. 
These include, "achieving an equitable distribution of in- 
come", "an adequate income for all" and "reduction in 
the number of families living in poverty". Further, in the 
Food Security MCP paper, there is a reference to "fair- 
ness and openness" as well as the need for an "equitable 
distribution of food" [29] (p. 26). The Healthy Infant and 
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Child Development MCP is perhaps the most explicit, 
by calling for public health "to address and work to 
change the broader community and societal factors that 
influence child health" [19] (p. 26). 

Fourth, intersectoral action is seen as key to reducing 
health inequities, so empowered communities can "take 
control of the factors that determine their well-being" 
[27] (p. 2). Public health can "build strong social net- 
works and social support" and the idea of collaboration 
with government, other organizations and with "vulner- 
able populations", occurs in several MCP papers. Such 
collaboration is often for the purpose of affecting policy 
change. Many papers mention the need to develop part- 
nerships, develop "community coalitions" and take "a 
leadership role in initiatives that address the determi- 
nants of health". 

Fifth, several MCP papers emphasize the need to have 
general interventions and "targeted interventions" to 
specific, at-risk or vulnerable groups. The need for ac- 
cess to specific, directed services is noted within Dental 
Health, "Advocacy for access to dental treatment for vul- 
nerable populations is recognized as a best practice" [30] 
(p. 6). There is also some mention of "equitable access", 
"accessible to all" and "improving access/removing bar- 
riers" in the Resource Document, but few specifics are 
given. Providing information to specific groups is noted 
within the Dental Public Health and the Healthy Infant 
and Child Development MCP. Related to this, the BC 
documents have a strong focus on Aboriginal popula- 
tions, which are mentioned throughout the Framework. 
They are often cited as a high-risk group or vulnerable 
population. The Healthy Infant and Child Development 
MCP specifically lists health inequities between Aborigi- 
nal communities and the general population, including 
higher infant mortality rates, food insecurity and anemia. 
Similarly, the Unintentional Injury Prevention MCP 
mentions specific inequities and provides figures. It also 
mentions the need to use OCAP (ownership, control, ac- 
cess, possession) principles when working with Aborigi- 
nal communities [31]. The emphasis is that "Specifically, 
"it is important that Aboriginal groups have full involve- 
ment in the planning and delivery of early childhood 
health and development programs to families on First 
Nation reserves as well as Aboriginal families in other 
communities" [25] (p. 14). 

There is an emphasis on accountability within the 
Framework and how it can be achieved. "Consideration 
may be given, in consultation with the health authorities, 
to an accountability framework for reducing these in- 
equalities. This may involve reporting on core publiciz- 
ing health program activities by documenting and 
making public regional inequalities; by analyzing the fac- 
tors that contribute to such inequalities; and by report- 
ing on their involvement in advocacy coalitions, agency 



partnerships, community development, and similar 
efforts directed at reducing inequalities in access to the 
basic determinants of health" [19] (p. 49). Similar to the 
OPHS, there are limitations emphasized as to what public 
health can do to address health inequities. The determi- 
nants of health "may be beyond the control of public 
health staff or health authorities" [19](p.56). In the 
Healthy Infant and Child Development MCP, "areas such 
as income and education levels, housing conditions, and 
access to child day care programs are outside the author- 
ity of the health authority" [25] (p. 23). However, this is 
immediately followed by an emphasis on the advocacy 
role of public health. 

In summary, the importance of addressing health in- 
equities occurs throughout the BC Core Functions 
Framework and related documents. The use of an equity 
lens is explicit and has seemingly led to very specific 
actions outlined in the MCP papers with most naming 
vulnerable or 'at risk' population. Health inequities be- 
tween Aboriginal and non-Aboriginal populations are 
particularly highlighted. There is an emphasis on taking 
action on the SDOH, particularly through advocacy, 
which is central to and based on community 
collaboration. 

Discussion 

In this study we have examined the conceptualization 
and integration of equity within documents that outline 
standards for local public health in Ontario and BC. 
These documents were developed as part of the renewal 
of their respective public health systems. 

There are a number of limitations to this study. As a 
documentary analysis, we are limited in what conclu- 
sions we can make about the development of the OPHS 
and the BC Framework. Without further corroborating 
evidence, such as that derived from interviews with indi- 
viduals who participated in public health renewal in each 
province, it is difficult to know what factors influenced 
the way that equity has been conceptualized and inte- 
grated as described. Such interviews will be undertaken 
in the next phase of the RePHS study. Also, we cannot 
be sure how the documents have actually shaped public 
health practice and this will be important to evaluate 
over the next several years. 

We found a number of similarities between the two 
sets of documents. For both, reducing health inequities 
is an important goal and framed as important to improv- 
ing overall population health. In BC, there is direct nam- 
ing of health inequities that need to be addressed as well 
as priority populations that reflect the incorporation of 
an equity lens. In Ontario, the emphasis is placed on the 
identification of priority populations and ongoing sur- 
veillance and population health assessment. Of note, 
First Steps to Health Equity, a framework developed by 



Pinto ef al. International Journal for Equity in Health 201 2, 1 1 :28 
http://www.equityhealthj.eom/content/1 1 /1 /28 



Page 8 of 10 



two local public health professionals, was made available 
to coincide with the release of the OPHS [32]. This re- 
source tool supports local public health in meeting the 
requirements of OPHS to identify, report on and plan to 
meet the needs of priority populations. 

Both the OPHS and the BC Framework identify the 
limited ability of public health to reduce health inequi- 
ties if it acts alone. Rather, they emphasize the need for 
intersectoral collaboration and partnerships through ac- 
tion on the SDOH. This is similar to the steps outlined 
in a 2004 discussion paper developed by the Federal/ 
Provincial/Territorial Advisory Committee on Population 
Health and Health Security, which called for leadership 
and policy development to reduce health disparities, 
intersectoral collaboration, building community capacity 
and enhanced knowledge exchange [33]. 

Differences between Ontario and BC also exist on several 
levels. A key finding is that the BC process of using an 
equity lens appears to have translated into more specific 
and robust methods to address health inequities in the de- 
velopment of BC's MCP papers. Ontario's lack of specificity 
may also reflect the context in which the standards were 
developed. The Ontario standards are legislated and en- 
forceable and were intended to be resource-neutral. That 
may have led to greater caution in identifying specific 
actions around the SDOH that Boards of Health would 
have been accountable for accomplishing. This caution is 
perhaps seen also in the language of the OPHS. The term 
"priority populations" is used instead of more value-laden 
terms such as vulnerable or marginalized, which are used 
in the BC documents. The OPHS is also rooted in the his- 
tory of a previous set of guidelines and could not exceed 
this mandate, whereas the authors of the BC Core Func- 
tions Framework had more freedom to define the scope of 
their work. For BC, conducting an Evidence Review on 
equity and incorporating an equity lens seemingly led to 
being more explicit about the rationale, the specific groups 
to target and the steps that can be taken by local public 
health, including advocacy. For Ontario, reducing health 
inequities was framed as a societal outcome, rather than a 
Board of Health outcome. Individual public health units 
should identify local priority populations and develop pro- 
grams to address their needs. Finally, the BC Framework 
emphasizes Aboriginal health inequities to a much greater 
extent than the OPHS. It is not clear whether this reflects 
the different context in which the standards and frame- 
work were developed. 

Perhaps not surprisingly [34], an analysis of systemic 
factors and a deeper questioning about the roots of in- 
equities is not apparent in either set of documents. 
Whether this should be included in guidance to local 
public health is a matter of debate [35,36]. In both pro- 
vinces, identifying priority or vulnerable populations - a 
priori or through viewing epidemiological data through 



the lens of the SDOH - are a key process to highlight in- 
equities. This raises questions about how most public 
health practitioners conceptualize differences in health 
status between groups in their communities. SDOH are 
not necessarily the same as the structural or systematic 
factors that lead to inequities [37], and SDOH are not the 
same as the determinants of inequities [13]. The latter 
may include social positioning, classism, racism, discrim- 
ination and other characteristics of societies that lead to 
health inequities [38]. As an example, Aboriginal status 
becomes a proxy for inequity rather than colonization, 
racism or poverty, which are the root causes of 
inequities. 

It is clear that explicit attention was given to health 
equity during public health renewal in Ontario and BC. 
In fact, achieving health equity has been conceptualized 
as a goal in itself. Progress towards this goal is identified 
as occurring through action on the SDOH, a paradigm 
that is consistent with the view that social justice is the 
foundation of public health [24]. Related to this, there is 
recognition of the need to move from a focus on health 
outcomes to broader ideas of societal equity. Manzano 
and Raphael have framed this as rising levels of dis- 
course around the SDOH [35]. Much work remains to 
be done. There is little guidance as yet on how to best 
identify priority populations and how to decide how to 
balance targeted and universal interventions [12,39]. 

Conclusion 

This study on public health renewal within Ontario and 
BC sheds light on an evolving view of health inequities 
within Canada. Addressing health inequities is a key 
function of public health and has been embedded within 
standards used for accountability purposes. Recognizing 
how equity is conceptualized will assist in developing 
more explicit, action-oriented and concrete steps for 
actions. This analysis provides insight into the goals and 
proposed strategies for achieving health equity and 
should assist public health professionals at all levels, 
both in Canada and internationally. 

Appendix: Documents 

1. Ontario 

Ontario Public Health Standards, 2008 

Beach Management Protocol, 2008 

Children in Need of Treatment (CINOT) Program 
Protocol, 2008 

Drinking Water Protocol, 2008 

Exposure of Emergency Service Workers to Infectious 
Diseases Protocol, 2008 

Food Safety Protocol, 2008 

Healthy Babies Healthy Children Protocol, 2008 

Identification, Investigation and Management of Health 
Hazards Protocol, 2008 
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Immunization Management Protocol, 2008 

Infection Prevention and Control in Licensed Day 
Nurseries Protocol, 2008 

Infection Prevention and Control in Personal Services 
Settings Protocol, 2008 

Infection Prevention and Control Practices Complaint 
Protocol, 2008 

Infectious Diseases Protocol, 2009 

Institutional/Facility Outbreak Prevention and Control 
Protocol, 2008 

Nutritious Food Basket Protocol, 2008 

Oral Health Assessment and Surveillance Protocol, 
2008 

Population Health Assessment and Surveillance Proto- 
col, 2008 

Preventive Oral Health Services Protocol, 2008 
Protocol for the Monitoring of Community Water 

Fluoride Levels, 2008 
Public Health Emergency Preparedness Protocol, 2008 
Rabies Prevention and Control Protocol, 2009 
Recreational Water Protocol, 2008 
Risk Assessment and Inspection of Facilities Protocol, 

2008 

Sexual Health and Sexually Transmitted Infections 
Prevention and Control Protocol, 2008 
Tobacco Compliance Protocol, 2008 
Tuberculosis Prevention and Control Protocol, 2008 
Vaccine Storage and Handling Protocol, 2008 

2. British Columbia 

A Framework for Core Functions in Public Health: Re- 
source Document 
Evidence Review: Equity Lens 
Model Core Program Paper: Food Security 
Model Core Program Paper: Healthy Communities 
Model Core Program Paper: Healthy Infant and Child 
Development 
Model Core Program Paper: Healthy Living 
Model Core Program Paper: Mental Health 
Model Core Program Paper: Reproductive Health and 
Prevention of Disabilities 

Model Core Program Paper: Prevention of Uninten- 
tional Injury 

Model Core Program Paper: Prevention of Harms 

Associated with Substances 
Model Core Program Paper: Dental Public Health 
Model Core Program Paper: Communicable Disease 
Model Core Program Paper: Air Quality 
Model Core Program Paper: Food Safety 
Model Core Program Paper: Water Quality 
Model Core Program Paper: Emergency Management 
Model Core Program Paper for Prevention of Chronic 

Diseases 
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